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ABSTRACT
In this paper, we jointly address two connected issues that
should be addressed together more purposefully within
both public health policies and programmes: the health
and well-being of men and boys, and the focus on equity
versus equality from a gender perspective. Awareness of
these issues has boosted the debate on the impacts of
gender inequality on health and men’s role within it.
Although this essay is not intended as an in-depth review
on the subject, we provide a brief approach to some
critical factors interwoven in the process of achieving
greater gender equality. We identify some of the
challenges that may arise for both policy and new
research that seek to assume a relational gender
approach that also pays greater attention to men’s health.
INTRODUCTION
There is a growing recognition that public health
must address the quality of human interpersonal
relationships. The 2030 Agenda for Sustainable
Development adopted by all the United Nations
member states offers a common framework
through which to deal with a set of challenges
that are related to this matter either directly or
indirectly. At the root of this issue is gender;
a social construct rooted in the characteristics
shaping norms, roles and values considered
appropriate for men and women in a given time
and context.1 Albeit without losing sight of the
interrelationships between sex and gender,2 the
adoption of a relational approach takes on special
significance in the formulation of gender policies
and interventions.3 This involves comprehen-
sively analysing the ill-health processes in the
context of the interactions between men and
women, alongside their social positions within
a multidimensional structure that interconnects
socio-economic, affective, symbolic and power
relations and operates at individual, interpersonal
and institutional levels.4
This essay addresses two issues that must be
jointly addressed more purposefully within public
health policies, programmes and interventions: (a)
the health and well-being of men and boys; (b) the
equity versus gender equality agenda. While the
former issue has increasingly achieved a greater
resonance in society,5 6 the latter lags behind and
continues to be treated as a minor social issue.7
However, there is an increasing corpus of evidence
in favour of addressing and evaluating the conflu-
ence of both issues,8 9 especially after
strengthening the explanatory framework for gen-
der inequalities in health.10
The fact that the gender perspective and public
health share a social dimension highlights an oppor-
tunity to give prominence to the determinants of
health in any discussion of equity and social justice.
Awareness of these issues boosts the debate on the
impacts of gender inequality on health and men’s
role within it.11 Although this essay is not intended
as an in-depth review of the subject, we provide
a brief approach to some critical factors interwoven
in the process of achieving higher levels of gender
equality. This also requires the consideration of
a number of challenges that may arise for research,
which are in tune with the gender-responsive
approach promoted by extant policies.
MEN, BEHAVIOURS AND HEALTH: THE DARK SIDE
OF PRIVILEGES BEHIND GENDERED NORMS AND
EXPECTATIONS
Research on men’s health experienced a significant
change when masculinities—differing ways of being
a man—began to be understood fundamentally as
configurations of collective practices, avoiding lim-
iting gender analysis to the examination of indivi-
dual personality traits.12 In this sense, the
emergence of the concept of hegemonic masculinity
emphasised the existence of a gendered dominant
construct characterised by the appreciation of atti-
tudes of resistance, invulnerability or aggressive-
ness, intimately connected to emotional control
and/or the adoption of risks.13 From this perspec-
tive, the analysis of these idealised attitudes and
patterns of practice suppose a dominant positioning
that subordinates femininities but also other forms
of masculinity.14 This allows us to interpret this
concept as a key political mechanism to legitimise
hierarchical power relations within our societies.
Similarly, it also facilitates the recognition that the
meanings of masculinity are subject to change over
time. Analysing these changes is key because they
reveal how the agency of women and the gender
struggles, including those of subordinate masculi-
nities, are impacted by dominant forms. This high-
lights the interactions between masculinities,
underscoring the notion that hegemonic masculinity
must be defined as a process, rather than merely as
a set of attributive traits.
Despite the advances that are taking place glob-
ally, overall men still maintain an advantageous
social position, which has nothing to do with purely
economic inequalities, but also with factors related
to political empowerment and decision-making
























capacity.15 However, one of the paradoxes identified by contem-
porary literature is the negative aftermath of privileges, rooted in
a patriarchal social system that differentiates and stratifies human
beings in favour of men.16 Even though the literature shows
a plurality of masculinities, and how the analysis of gender iden-
tities relates in multiple ways to health behaviours,17–19 many
studies reveal that the gendered social and political advantages
granted tomen often result in patterns of socialisation that lead to
unhealthy practices that can ultimately damage their health.20 21
This has contributed, among other aspects, to paying greater
attention to their shorter life expectancy and the significant
differences between countries and their populations. As an illus-
trative example, within the WHO European Region, the average
life expectancy amongmen themselves varies within the region of
64.7–81.2 years of age, attributing 86% of all male deaths to
injuries and non-communicable diseases.22
Research shows that the most significant gender disparities in
morbidity andmortality are due to behavioural differences between
men and women,23 24 which also reflect how both define and
prioritise their health.10 In men, disease-coping strategies and mor-
tality rates are also related to having less access than women to
health services, especially in primary care, as well as having lower
participation rates in preventive or health-promoting initiatives,6 23
which also leads to lower health literacy.25 26 Thus, the social
expectations and stereotypes regarding behaviours that are consid-
ered appropriate are embedded within a gender order; an illustra-
tive example is that showing no sign of vulnerability is considered
a trait of manhood, leading many men to not ask for help.21 27 As
a result, gender establishes many priorities that act as barriers to
accessing health resources, which increases the risk of premature
mortality in men.24 28 The literature has tended to largely explain
the differences in men’s health taking into account the conse-
quences of their lifestyles, often associated with individual decisions
and issues of self-control and personal responsibility; however, this
analysis minimises the impact of socio-economic and political struc-
tures onmen.29 30 The increasing attention to how gender is related
to equity has broadened the point of view towards factors like social
support, academic performance or employability, and their influ-
ence on men’s commitment to healthcare services or preventive
programmes.31
HEALTH BEHIND GENDER EQUITY VERSUS GENDER EQUALITY
Most studies that have approached the association between health
outcomes and gender equality have tended to use composite or
individual measures of socio-economic status, political participa-
tion or sexual and reproductive rights, highlighting how gender
inequity gives rise to differential health risks for men and women.9
This has also helped to conceptualise equality in a broader sense,
amplifying its possibilities of measurement and application to
health research, but maintaining its emphasis on power
relations.3 This is why tolerance to violence among men is con-
sidered one of the single most significant issues when analysing the
relationship between gender and health. For instance, the cross-
sectional ecological study developed by Stanistreet et al32 identi-
fied that the higher the rate of female homicide, the higher the rate
of premature mortality in men; that is, the same practices that
represent men’s capacity to oppress women and promote their
own interests systematically damage men themselves.
Although the literature shows the complex relationship that
exists between the construction and performance of masculinities
in regards to intimate partner violence (IPV), the hegemonic
forms of traditional masculinity have been more closely asso-
ciated with male perpetration.33 34 In this sense, the research
underlines how, in the context of IPV, many men are seeking to
construct alternative forms of masculinity.35–37 To this end, we
must call attention to the fact that gender equality measures are
associated with a lower risk of violent death inmen themselves, as
in the case of Holter’s study.38 All this underlines, in line with the
systematic review performed by King et al9 that promoting gen-
der equality, for example, increasing men’s involvement in the
domestic sphere, not only has a positive impact on women’s
health but onmen’s health too; mainly in relation to the adoption
of healthier behaviours and increasing health literacy, including
self-care. In any case, this should not prevent one taking into
consideration that (a) the levels of gender equality vary between
regions, thereby shaping the sociocultural settings’ differential
impact on health8 and (b) the associations between health out-
comes and gender equality do not always shape a linear relation-
ship, at least in the first instance.39 At the heart of this issue lie the
socio-economic dynamics and policies that have drivenwomen to
incorporate themselves into traditionally ‘masculine’ roles, while
men have not had the same incentives to take part in responsi-
bilities considered traditionally ‘feminine’.10 40
If we look at morbidity patterns in the context of the conver-
gence hypothesis, the decrease in the levels of gender inequality
may in the foreseeable future lead to a reduction in the health
outcomes between men and women because the adoption of risk
behaviours tends to be more closely aligned.9 41 However, the
distribution of gender roles has not developed synergistically,
highlighting the differences in remunerated work and informal
caring responsibilities for families and dependents, all of which
have a greater negative impact on women’s health.10 42
The limited participation ofmenwithin the reproductive sphere
can be associated with the social incentives posed by the male
breadwinner model. These expectations expose men to increased
occupational health risks. In situations such as a loss of employ-
ment or transition to retirement, men experience a greater nega-
tive impact on their mental health and lifestyles and an increase in
their risk of cardiovascular diseases.43 44 From this perspective,
equality must also involve an expansion role for men, not just for
women; an axis on which the analysis of differential effects that
hide behind the gender inequality processes must pivot.41
Focusing attention on the relationship between equality and
health should also contribute to broadening the explanatory
framework of masculinities. The primary approach has tended
to analyse the health of men based on their individual
behaviours.6 45 Although this is a useful starting point, we need
to frame such explanations about risk factors within a broader
range of social mechanisms, including gender policies and their
connection to health outcomes.5 46
Developing an explanatory hypothesis on the differences and
inequalities in health requires an in-depth analysis of local con-
texts. We should therefore be aware that the characteristics of
material infrastructure and collective social functioning are con-
sistently embodied in socio-economic and political enclaves.
Furthermore, it requires that discussions on biological factors are
open to exploring the complexity of bio-social interactions.2 11
This is precisely what has contributed to furthering the develop-
ment of eco-epidemiological approaches, recognising the causes of
ill-health on multiple levels and promoting the advancement of
both qualitative and quantitativemethods to research them.47 This
approach supports the incipient development within the epide-
miology of the intersectionality concept, initially formulated by
Kimberlé Crenshaw.48 This implies starting from the premise that
in people’s lives there are always multiple social and political
identities at play (eg, gender, occupational class, sexuality, disabil-
ity, among others), which, as axes of inequality, might combine to
























create uniquemodes of discrimination.3 This leads to a conceptual
change in the way we understand the identities and their interac-
tions, exploring more deeply the causes of the causes underlying
health inequalities.10 49
PATHS ARE MADE BY WALKING: HEALTH, EQU(AL)ITY AND THE
SPIRIT OF OUR TIME
The great attention to gender in public health8 10 49 has supplied
increasingly robust knowledge about issues such as the gender
biases in epidemiological research50 or the similarities and the
differences between women and men, but also within
themselves.12 51 Consequently, since men and women as
a group differ by socio-economic status, age and other social
categories, it is necessary to adopt a lifecycle approach to extend
the causal chain of explanations linked to the analysis of health
and well-being processes.52 This facilitates a better understand-
ing of the everyday circumstances and experiences that produce
the differing morbidity and mortality patterns observed in differ-
ent groups of men and women.49 53 However, broader compre-
hension of the interactions between sex and gender in different
contexts is still required; that is: (a) how gendered sociocultural
practices influence sex differences in biology and (b) how biolo-
gical sex influences socio-cultural gender.2
The tendency to address men’s health as if they were
a homogeneous group contributes to not making visible other
more positive models of masculinity, and to exclude men who
experience non-normative identities.5 31 Thus, when taking
a gender perspective on men’s health research, a stronger focus
on heterogeneity is vital.12 54 From this viewpoint, we can more
critically analyse the complexities of gender identity in relation to
lifestyles and the adoption/avoidance of risks.6 18 52 In addition,
we must deepen our understanding concerning how the gender
order of privilege and oppression influences the social practices
and subsequent health outcomes, taking into account the inter-
section of gender and other axes of inequality, for example, lower
socio-economic status, ethnicity, disability, rurality, not only of
men over women but also among different population groups of
men.22 The National Men’s Health Policy developments in
Ireland, Australia, Iran and Brazil55–58 are pioneering initiatives
implemented to try and more effectively address health condi-
tions that are unique or common among men from the perspec-
tive of social determinants of health.59 The approval of the
‘Strategy on the health and well-being of men in the WHO
European Region’,22 complementarily developed to the strategy
on women’s health, can be considered a new substantial step
forward by taking a relational perspective on gender.
Table 1 Key areas for action and initiatives to improve men’s health connected to the equality agenda
Key action areas Experiences providing pathways for positive change
Supporting the role of men in achieving gender equality
► Emphasise the role of men in achieving gender equality and in the health and well-being
of men and women.
► Recognise intersections between gender (masculinities) and social determinants of
health: risk exposure in specific groups of men.
► Collaboration between the health sector and civil society: men involved in fatherhood
and caregiving.
► Target adolescents to address the change in the health impact of discriminatory gender
norms and roles.
Men Engage Alliance is an alliance of national networks, non-governmental
organisations and UN partners around the world. Their purpose is to provide advocacy
about engagingmen and boys in gender equality and promoting initiatives and practices
to achieve it (menengage.org). Men Engage Alliance promote sexual and reproductive
health and rights, focusing on HIV and AIDS and combating homo/transphobia. They
also act against gender violence and violence between men and boys. They advocate for
equality policies and men’s positive involvement in maternal and child health.
Challenging the gender imbalance in paid and unpaid care
► Identify and combat the gender imbalance in paid and unpaid care (gender-equitable
attitudes and behaviours).
► Implement gender-transformative policies in the working conditions of the health
workforce as a way of demonstrating the leadership of health systems in promoting
gender equity in the workplace.
► Address institutional gender discrimination: employment, social protection and health
insurance policies.
► Assess the health impact of parental leave policies and flexible working arrangements
that support the role of men as fathers and guardians.
MenCare is a global fatherhood campaign coordinated by Promundo and Sonke Gender
Justice in more than 50 countries. They aim to promote men’s involvement as equitable,
nonviolent fathers and caregivers to achieve family well-being, gender equality and
better health for mothers, fathers and children, supporting women’s social and
economic equality (men-care.org). The ‘Program P’ and ‘MenCare+’ programmes
provide concrete strategies and activities to engage men globally in active fatherhood
and as partners in maternal, newborn and child health. They advocate for policies of
equality in paid parental leave and ending corporal punishment. They also provide
media campaigns and the State of the World’s Father that show key global data on
fatherhood.
Engaging men in violence prevention
► Interventions that focus on life skills, parenting, academic enrichment, social develop-
ment and safety in schools, especially multi-component programmes.
► Address the likelihood that children and adolescents will become violence victims/
perpetrators later in life.
► Recognise the role of men as active agents to challenge the normalisation of violence,
involving them in programmes aimed to eliminate violence against women.
Promundo is a global consortiumwithmember organisations in the United States, Brazil,
the Democratic Republic of the Congo, Portugal and Chile. They aim to advance gender
equality and create a world free from violence by engaging men and boys in partnership
with women, girls and individuals of all gender identities. (promundoglobal.org).
‘Program H’, carried out since 2002 by Promundo and partners, aims to promote the
critical reflection of rigid norms related to manhood and encourages the transformation
of stereotypical roles associated with gender. ‘Program H’ is based on group education
activities about help changing attitudes, adjusting coping mechanisms and introducing
healthier ways to deal with conflict.
Sharing responsibility for sexual and reproductive health
► Promote comprehensive sexuality education to transform gender norms that lead men to
engage in high-risk behaviours and practices that also contribute to perpetuating
discrimination and harmful practices against women and girls.
► Involve adolescent boys and girls in policies, programmes and services related to
sexuality education, sexual and reproductive health, addressing gender norms and
negative stereotypes related to these sexual health issues and rights.
► Support evidence-based programmes and interventions to increase men’s use of sexual
and reproductive health services.
Engender Health is an international non-profit organisation based in the USAwhose aim
is to implement high-quality, gender-equitable programmes that advance sexual and
reproductive health and rights (engenderhealth.org). Their ‘Men As Partners’ (MAP)
programme works with men to play constructive roles in promoting gender equity and
health in their families and communities. MAP activities include confronting harmful
stereotypes of what it means to be a man, enhancing healthcare facilities’ capacity to
provide men with quality care, leading local and national public education campaigns
and building national and international advocacy networks.
























Among other implications, the increase in attention to mascu-
linities and men’s health should serve to revitalise the need to: (a)
develop more comprehensive research on gendered risk-taking
during the life course; (b) promote and disseminate the evalua-
tion of policies, programmes and interventions with a gender-
transformative approach, that is, that addresses the causes of
gender-based inequalities andworks to transform harmful gender
roles, norms and power relations; (c) reinforce a health approach
that challenges negative gender stereotypes and contributes to
building more equitable normative codes; and (d) empower
health systems to be more gender-responsive, that is, consider
men and women’s specific needs. These guidelines provide
a roadmap to improve the health of all men by achieving higher
social levels of health equity and gender equality. Specifically, to
cope with the challenge ahead and to integrate gender equality
into mainstream health, we should prioritise four intervention
areas: (1) supporting the critical role of men in achieving gender
equality; (2) challenging the gender imbalance in paid and unpaid
care; (3) engaging men in violence prevention; and (4) sharing
responsibility for sexual and reproductive health.9 22 24 52
Following this gender-relational approach, table 1 illustrates the
key areas for action along with some initiatives to improve men’s
health connected to the equality agenda.
Strengthening the development of these lines of action requires
public health policymakers and researchers to work in a more
determined and pragmatic way to implement gendered and equ-
(al)ity-driven approaches. However, this involves not only imple-
menting actions and measures to compensate for the social
disadvantages that prevent women and men from operating on
a level playing field, but also promoting the equal enjoyment of
socially valued goods, resources and opportunities by different
groups of women and men.
CONCLUSION
This paper advocates for a comparative and collaborative per-
spective in approaching men and women’s health. Advancing
work focusing on health from a relational gender perspective
requires not only improving the dissemination of the benefits
but also of the responsibilities. There is a great opportunity open-
ing up before us: to jointly address the achievement of greater
gender equality by developing the important role of men in
achieving it. Although this article presents a limited review of
the literature, it allows us to point out that to reach this goal we
need gender-transformative programmes and interventions that
approach the differences and inequalities in health that exist
among men and women. This is a priority that we should not
consider contrary but should converge with another: we need
further development of initiatives in different regions and coun-
tries addressing men and boys according to the specific identified
health needs throughout their lifecycle and considering the plur-
ality of masculinities.
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